Introduction
Previous research [1] [2] [3] [4] , has indicated the Mediterranean diet (MD) as an ideal dietary paradigm for the prevention of cardiovascular and degenerative diseases [5] [6] [7] [8] [9] .
Several studies [10] [11] [12] [13] [14] attested emerging roles for a subset of the MD, the Greek Orthodox fasting ritual, which -for religious reasons -is considered to be deeply integrated in the dietary behaviour of the Greek population [11] [12] [13] .
Christian Orthodox fasting (COF) is adopted as the predominant, traditional dietary pattern for a large part of the Greek Orthodox population for prolonged periods (from 120 to 180 days) annually [8] .COF has been suggested to share the beneficial effects of the typical MD by promoting specific cardio-protective mechanisms, including reduced intake of dietary cholesterol, fatty acids and optimal effects on plasma lipid concentrations [15] . It typically integrates parameters of dietary restriction of specific macronutrients, given that it suggests abstinence from meat, dairy products and eggs daily, and from fish and olive oil on specific weekdays, during fasting periods [8] . In addition, most existing data [11] [12] [13] [14] [15] [16] indicate that restricted caloric intake is evident during COF periods, accentuating COF as a unique component of both caloric and dietary restriction regimen, among the other well-investigated religious motivated dietary models [10, 11] .
A considerable number of previous studies [8, [11] [12] [13] [14] [15] [16] 
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7 monasterial community and a major centre of Eastern Orthodox monasticism [11] . A total population of approximately 1800 male monks is residing in twenty different monasteries, following a strict dietary and physical activity daily plan, incorporated into their religious duties. Athonian COF can be described as a pescetarian variation of the typical COF, meaning that red meat consumption is totally restricted throughout the year, during both fasting and non-fasting periods.
The present study attempted to comparatively evaluate COF, as practiced by two distinct populations: the Orthodox monks in Mount Athos who strictly adhere to fasting, and a cohort of general population in central Northern Greece, practicing fasting rituals from early adulthood as periodical fasters, with a discourse on: i) the similarities and differences in practicing COF between the two cohorts and ii) the comparative evaluation of the nutritional synthesis in each cohort according to recommended dietary intakes suggested by international health organizations, in the context of a health promoting diet.
Methods

Study population
Study recruitment included a total of 43 Christian orthodox male adults (Group 1), aged 20-45 years, residing in the region of Chalkidiki, Northern Greece and an agematched cohort of57Orthodox male Athonian monks (AM), from the monasterial community of Mount Athos (Group 2).Individuals with at least 6 months of adherence to COF were included in the study. Subjects with chronic diseases, receiving medication and/or vitamin or mineral supplements were excluded. Inclusion and exclusion criteria for the recruitment of participants in the present study have been previously described in detail [11] .
Study design
Dietary analysis
Dietary intakes were analysed during two days of COF: a day during a weekend of Nativity Fast, where fish, olive oil, cereals, legumes, nuts, vegetables, fruits and alcohol are allowed, defined as 'non-restrictive day' (NRD), and a weekday during Great Lent, where olive oil and fish are additionally excluded from the regular nutritional plan, named as restrictive day (RD). We followed this categorization for both study groups, as previously reported [11] .
Consumption of food and beverages was self-recorded by the participants using a 24 h dietary recall and subsequently confirmed by a dietician. 
Anthropometric measurements and biochemical analysis
Anthropometric measurements and biochemical analyses were performed in both groups using standardised procedures. Exact methods, reference ranges, equipment used and other details have been previously analytically described [11] . In brief, Body Weight (BW) was recorded to the nearest 0.01 kg using a calibrated computerized digital balance (K-Tron P1-SR, USA Onrion IIc); each participant was barefoot and lightly dressed during measurement. The Body Mass Index (BMI) was calculated as 
Ethical considerations
The study was conducted in accordance with the Declaration of Helsinki on the human trial performance. Written informed consent for inclusion in the study was given by participants. Official written approval for the inclusion of the AM group was 
Statistical analysis
Paired samples t-test was used to compare dietary and nutrient intake on RD and NRD. Dietary and nutrient intake on RD and NRD between groups (lay people sample vs. monks) was compared using independent sample t-test. Comparing dietary intake as percentages were calculated using Mann-Whitney U test for between-group analyses, and Wilcoxon signed-rank test for within-group analyses. For the ease of interpretation and facilitating meta-analysis in the future, group statistics are reported as means and standard deviation, even when nonparametric statistics were used to test [32] .
Results
Demographic and anthropometric population characteristics are shown in 
Group 2 (Athonian Monks)
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Comparison of dietary and nutrient intake in fasting-and non-fasting days between groups
Restrictive day 
Saturated fat intake was low in both Groups 1 and 2 (10.36±8.13vs 12.75±0.00 g respectively; p=.015),whereas cholesterol intake was higher in Group 2 compared to Group 1(181.00±0.00 vs64.04±145.90 mg respectively; p<.001).
The levels of intake of many vitamins (C,D and E) and minerals (Ca, Fe, Mg)
significantly differed between the two groups. In specific, vitamin C and B 12 intake was 2 to 3-fold higher in Group 2 compared to Group 1 (257.54±2.99
vs119.88±94.00mcg respectively; p<.001and 5.50±0.00 vs 1.06±1.63 mcg, respectively; p<.001).On the other hand, in both groups mineral intake (Ca, Mg, Na,K) were below the recommended % of DRI [21, 22] . 
Non-restrictive day
Cardiometabolic parameters
Discussion
This study is the first comparative report in the literature of dietary intake, anthropometric and cardiometabolic markers in two distinct groups of Orthodox as activation of cellular stress response elements, increased autophagy, adjustment of apoptosis and changes in hormonal environment [33] .
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Notable nutrient intake differences were also evident among study groups on both As previously described [35] , there are important differences between the Mediterranean and Western diets, not only regarding the quantity and sources of MUFA, but also in the quantity of n-6 and n-3PUFA. Results of the PREDIMED trial [36] demonstrated that a typical MD -although of relatively high fat intake (35-40%) compared to the nutritional model suggested from the American Heart Association (AHA) guidelines [37] for preventing cardiovascular disease (CVD) -was positively associated with primary CVD prevention. These observations raised concerns [38] about recommending a low-fat diet, which coupled with the widespread availability of
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17 zero-or low-fat foods, could actually favour higher consumption of refined starch-and sugar-rich foods, thus contributing to excessive energy intakes. In support of this concern, there is some evidence that both MUFA and PUFA in the Mediterranean eating pattern tend to reduce LDL-C and TG, while increasing HDL-C [11, 39] .Moreover, with the exception of a 3-fold increase during NRD compared with RD in the general population, consumption of saturated fat was remarkably lower compared to typical Northern Europe and Western population eating patterns [35] [36] [37] .
Lipid and glucose profiles were optimal for the majority of included subjects and consistent with recommendations [37] .However, HDL-C concentrations were in the lower normal range, a finding previously described with consumption of low calorie and vegetarian diets [40] .AM demonstrated a favourable glucose homeostasis profile compared to general population fasters, despite the fact that they consume a Our study presents specific limitations. The number of included subjects was relatively small; however, we consider that it was representative, since the monk's community in Athos follows a common dietary and physical activity plan. The present analysis has not taken into account the seasonal changes in vitamin D concentrations,
given that relative data from summer months is missing. Finally, this is a crosssectional study and thus unable to establish causal associations.
In conclusion, this study offers -for the first time -detailed appraisal of COF as 
